These State Inpatient Databases were selected because they uniquely track hospitalizations in individual patients longitudinally. The primary outcome was financial burden accrued over a 12-month period for care of individual ACHD patients. We identified patients by selecting patients with an age of >18 having a 3-digit ICD-9 code of 745, 746, or 747. To this group of patients we applied a validated hierarchical algorithm described by Broberg et al. (5) , excluding any patients who failed to be classified according to this algorithm. We then excluded patients with an index hospitalization within the first or last 12 months of the investigated period, patients for whom there was no cost data available and trimmed the top and bottom 1% of patients based on total annual cost as likely outliers.
We next compared clinical characteristics and demographics between patients above versus below the overall median cost and used these analyses in combination with published data and clinical experience to identify a group of variables for further analysis.
We then built a hierarchical multivariable mixed model using this set of independent variables with total cost as the dependent variable. Because In the present study, we investigated the relative contribution of clinical factors to annual inpatient care cost among patients with ACHD. We found that readmission was responsible for the largest portion of cost variability, followed closely by operative procedures. This fact suggests that, unlike the demographic factors driving increases in ACHD spending, some portion of overall expenditure may be preventable and a target for improved efficiency.
There are multiple limitations to the present study related to the use of administrative data, which has unverifiable completeness and accuracy. In addition, tracking of individual patients does not cross state lines and the present analysis does not account for
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